I wish to make it clear that in dealing with cancer of the rectum I have never advocated conservative surgery to the exclusion of other methods, for in the great majority of cases the more extensive operations hold out the only hope of success. Conservative methods should only be considered when the history is of short duration. The growth should not be larger than a florin and of the papillomatous variety, freely movable with the mucous membrane and when the patient strains, and, of course, there must be no suspicion of dissemination. With these limitations, it will be realized that conservative methods have only a very small field of usefulness and, though I have always been interested in this subject and been on the look out for suitable cases, those I have been able to deal with in this way represent less than 5% of all the cases of cancer of the rectum which I have thought it proper to submit to radical removal. Nevertheless, since there is some scope for these operations, the possibilities and technical details ought to be discussed by this Sub-Section. At the same time I question the wisdom of allowing the discussion to go beyond the domestic circle, so to speak, as I am always afraid that some may be tempted to carry out the conservative operation in unsuitable cases and with possibly disastrous results which will bring discredit on a valuable procedure. When the operation can be successfully carried out the advantages are enormous, for the preservation of the wonderful sphincteric mechanism which guards the anus is worth infinite trouble. Of course, every surgeon knows that patients with an incontinent anus, wherever situated, may be most comfortable, for in due course they acquire a habit which enables them to be reasonably confident and happy, but there can never be true voluntary control and the shocking accidents against decency which may occur are often very distressing to sensitive folk.
5ection of $urgerp SUB-SECTION OF PROCTOLOGY President-W. ERNEST MILES, F.R.C.S. [Mlay 8, 1935] DISCUSSION ON THE CONSERVATIVE SURGERY OF CARCINOMA OF THE RECTUM Professor G. Grey Turner.-I wish to make it clear that in dealing with cancer of the rectum I have never advocated conservative surgery to the exclusion of other methods, for in the great majority of cases the more extensive operations hold out the only hope of success. Conservative methods should only be considered when the history is of short duration. The growth should not be larger than a florin and of the papillomatous variety, freely movable with the mucous membrane and when the patient strains, and, of course, there must be no suspicion of dissemination. With these limitations, it will be realized that conservative methods have only a very small field of usefulness and, though I have always been interested in this subject and been on the look out for suitable cases, those I have been able to deal with in this way represent less than 5% of all the cases of cancer of the rectum which I have thought it proper to submit to radical removal. Nevertheless, since there is some scope for these operations, the possibilities and technical details ought to be discussed by this Sub-Section. At the same time I question the wisdom of allowing the discussion to go beyond the domestic circle, so to speak, as I am always afraid that some may be tempted to carry out the conservative operation in unsuitable cases and with possibly disastrous results which will bring discredit on a valuable procedure. When the operation can be successfully carried out the advantages are enormous, for the preservation of the wonderful sphincteric mechanism which guards the anus is worth infinite trouble. Of course, every surgeon knows that patients with an incontinent anus, wherever situated, may be most comfortable, for in due course they acquire a habit which enables them to be reasonably confident and happy, but there can never be true voluntary control and the shocking accidents against decency which may occur are often very distressing to sensitive folk. As our President has so often insisted, operations for cancer must be founded on our knowledge of pathology, and in spite of what we may occasionally find, the usual course is for cancer of the rectum to spread by local extension and by lymphatic invasion, probably from gland to gland. In our operations the guiding principle must always be to remove the whole of the affected part, with a wide area of healthy tissue, and the path of probable malignant invasion. This may appear too ambitious a programme to be carried out by any operation which preserves the sphincters, but there is probably a stage in all epithelial growths at which it is entirely feasible, and this is proved by the occasional success of limited operations, and by the series of cases which I am able to bring to your notice this evening.
It is over thirty years since my first operation for malignant disease of the rectum. The excision was a purely local affair, but the patient is still alive, with no suspicion of recurrence. In 1903 or thereabouts, I first saw a conservative operation performed by my colleague, the late Mr. H. B. Angus, of Newcastle-upon-Tyne. It was a limited cuff-resection, after the method of Bardenheur. That operation was not successful, but from it I got the idea that a technique rather less limited than the one employed, but less extensive than the radical operations then in vogue, might give satisfactory results. The conservative resection which I have usually practised is really a cuff-resection of the rectum, with restoration of OCT.-SURG. 1 the continuity of the bowel. This operation is carried out from a posterior incision extending from about the middle of the sacrum to the back of the anus. The posterior raph6 of the levatores ani muscles is then divided in the middle line until the rectum is exposed inside its muscular bed. The rectum, with the whole of its surrounding pararectal tissues, is completely separated by blunt dissection until the inner surface of the levatores ani muscles are left quite bare. This separation is carried out downwards as far as the upper border of the internal sphincter and upwards as far as the disease demands. In most cases this has meant opening the recto-vesical pouch or Douglas's pouch, and dividing the bowel two or even three inches above this point. After the necessary amount has been removed the ends are approximated, and an anastomosis by direct suture is carried out.
In every case it has been possible to get the ends into apposition without tension, but this results in straightening out the rectum so that it passes directly downwards from the pouch of Douglas, or recto-vesical pouch, towards the anus, instead of following the curve of the sacrum and coccyx. This straightening of the last bowel is very well shown by skiagrams of opaque enemata, taken some years after the operation.
The suture of the anterior and of the lateral walls is usually easy and satisfactory and by the method employed a certain amount of tissue is turned into the lumen so that when it heals it forms a ring-like shelf on the anterior and lateral walls. The posterior wall, on the other hand, is not tucked-in to the same extent. After the anastomosis is completed the median muscular raph6 is carefully drawn together by interrupted sutures. A small drain of rubber tissue is placed inside the levatores and brought from the incision, and a rubber flatus-tube is passed through the anus and is left there for four or five days.
Where the growth is so low that it is impossible to divide the rectum below it and leave a sufficient margin of healthy tissue, the sphincter is divided vertically right through to the anus and the bowel is enucleated from its muscular bed. After adequate mobilization it is brought down and laid in the arms of the open sphincter which is then repaired around its new occupant; the cut margin of the rectum, is then fixed to the skin outside the anus.
I have described and illustrated the technique of these methods in a paper published in Acta Chirurgica Scandinavica (1932, lxxii, I-VI) , and I feel that there is no need to take up the time of the meeting by going over the same ground. I do, however, want to make it quite clear that it is not a mere removal of the " last bowel" but that the whole of the peri-rectal tissues are ablated, including the fat, cellular tissue and para-rectal glands.
In performing the ordinary radical operation for cancer of the rectum, everything in the true pelvis-except the bladder, with the prostate and vesicles, or the vaginais removed. In the conservative operation everything inside the levatores is ablated. Preliminary colostomy is not necessary unless there is some obstruction, and such a complication would not usually arise in the type of cases suited for this method. In actual fact, colostomy was carried out six times in nineteen operations. In the cuff-resection the bowel was completely sutured in every case in the first instance; fourteen of the patients developed a fistula of some degree during immediate convalescence, but twelve of these healed within three months. A complication which has always been feared is stricture, but I have not found this to be a difficulty. In my series there were four examples, but only one proved refractory, largely because of the lack of co-operation on the part of the patient; when eventually that was secured the condition was easily dealt with and controlled. I feel I can best indicate the usefulness of this operation by relating something of my own experience of it, and the main points of my cases are set out in the accompanying table. It will be seen that I have carried out the posterior conservative operation on nineteen occasions. To my regret I have to record one death directly due to the operation. The conditions were most favourable-a limited growth of the papillomatous type in the ampulla with no suspicion of dissemination-but the patient was over 60, not in good general health, and very adverse to operative interference of any sort whatever. Renal insufficiency undoubtedly contributed to her end. Another patient has been operated upon too recently to justify comment, and three cases were not malignant. Of the remaining fourteen patients, six died of recurrence within three years, three died without evidence of recurrence, after more than eight years in two cases, and after three years in the third. There are five patients alive and perfectly well after 15i, 13, 9, 8i and 8 years respectively. All these patients have good rectal function and control. Many members of this Sub-Section have seen some of these patients, and have had an opportunity of examining the pathological specimens. The circumstances of the first three of these cases are worth briefly recording.
The first patient was 55 years of age at the time of operation; he made a slow but complete recovery, with a perfect functional result. Four years ago he was not so well and began to fear that the growth had recurred. On investigation it was found that his symptoms were due to a constricting carcinoma of the hepatic flexure. This was excised and the continuity of the bowel restored, and now, fifteen and a half years since the first operation, the patient is as well as ever.
The second patient, a woman, aged 44 at the time of operation, had ratter a larger growth, and I agreed with a colleague who advised that she should have a full perineal excision, with a permanent colostomy. As her determination to face death rather than colostomy was born of the experience of that operation in a near relative, I agreed to carry out the conservative method and now, thirteen years later, she remains well with perfect rectal function and control.
The third case was that of a young man aged only 26. As, in my experience, operations for carcinoma of the rectum, however heroic, in persons under 30 are usually followed by recurrence, I thought that this patient might as well have the advantage of the preservation of the sphincters until the inevitable recurrence should overtake him. To my delight he remains alive and perfectly well now nine years after operation.
The details of several of the other cases are similarly interesting as, for instance, that of an old lady who faced the operation at 74 years of age and lived in great comfort until she died in her sleep, eight years and four months afterwards. Another patient, a diabetic of several years' standing, survived the operation in two stages and was rewarded by a very satisfactory functional result which has stood him in good stead for more than eight years.
The immediate convalescence of these patients rarely gives rise to anxiety and the results as regards function are very satisfactory. In the paper above referred to full details of the after-results are given; suffice it to say that out of seventeen cases sphincter control was adequate in all but one, and that was a case in which early recurrence of a sarcoma occurred. The other patients could retain flatus and were continent in the presence of diarrhcea.
Incidentally I may say that this operation of cuff-resection is admirably suited for large papillomata and for some types of fibrous stricture.
I want also to speak of an upper conservative operation. that is to say one in which the procedure is entirely carried out through the abdomen. Many years ago, I was much impressed by a case in which I removed the pelvic colon which was obstructed by a carcinoma in its lowest part. The lower limit of section was flush with the bottom of the recto-vesical pouch and there was a very small margin of healthy bowel below the growth. The question of anastomosis was never considered and the rectal end was completely closed, and the upper end brought out as a permanent colostomy. To my astonishment this man lived for seven years when he died of what were probably secondary growths in the liver. Several similar experiences have led me to consider the possibility of an upper conservative operation and this I have now carried out on several occasions. The only indications germane to this discussion are those cases in which there is a growth high in the rectum or at the pelvi-rectal junction. Ordinarily abdomino-perineal or perineo-abdominal operations would be the only methods to be considered but in these operations it always saddens me to have to sacrifice the perfectly healthy rectum with its wonderful neuro-muscular mechanism.
The upper conservative operation is only carried out after preliminary exploration and colostomy. With a mid-line incision and the patient in the high Trendelenburg posture, the location of the growth is defined and is encircled by an incision designed to cut out the whole of the bottom of the recto-vesical pouch. When the cellular tissue is exposed, separation is carried out as far from the bowel as possible, just inside the levatores ani, and almost as low down as the pelvic diaphragm. This step is facilitated by the separation of the bowel from the front of the sacrum. By this means a sufficient margin of bowel below and above the growth-together with the peri-rectal tissue, the meso-rectum, and the pelvic meso-colon-can be removed. End-to-end union by direct suture is then made; this step is difficult but the presence of the functioning colostomy and the drainage per rectum, make it reasonably safe. As an additional precaution a rubber tissue drain is placed in the neighbourhood of the anastomosis and brought out through the lower part of the abdominal incision. After some weeks the temporary colostomy is closed. In a small series of cases the results, both immediate and remote, have been very satisfactory and I am encouraged to continue to use this method when opportunity offers.
Coming from Newcastle-upon-Tyhe, I -Am naturally interested in the intussusception method over a rubber tube which was first described by my great teacher, Professor Rutherford Morison, thirty-five years ago. That method, however, did not fulfil the promise which its ingenuity deserved, and I think it has now been abandoned. My friend,-Mr. Rayner, is to speakl of the pull-through method which was also introduced many years ago, but has now received a further impetus by the work;of Professor Sebrechts, of Bruges, in whose hand's the')op-eration has been very successful.
To justify conservative operations for Wancer, we must get the patients at an early stage. A keener appreciation of the frequency of malignant disease of the r,ttum, an earlier resort to ordinary rectal 4ea5ination by the practitioners who first see the patients, and the more frequent u96 of the sigmoidobkope, will, lot us hope, result in many cases being discovered at a stage at which these conservative methods may at least properly be considered.
Mr. -H. H. Rayner said he would deVote his remarks' to the' conse&vative operation for high carcinoma of the rectum-carcinoma in the uppek third 'of the rectum below the pelvi-rectal junction and easily acce6ssible to the finger on simple digital examination-and conservative only in the sense 6that the sphinteric mechanism of the anal canal was preserved for the restoration of a functioning A;nus.
If such an operation could be shown to be sound in its comparative freedom' from immediate risk and in its ability to give the patient a prospect of ultimate suii'val as good as that afforded by either of the established;operations, then this operation would represent a considerable advance ii the treatment of a lar'ge proportion of patients suffering from rectal carcinoma; for it would be agreed that the upper end of the rectum was a very common position for the development of growths in that viscus. It was unnecessary to point out the immense advantage to the patient, who would consequently be persuaded at the first consultation with much less difficulty than hitherto, to tndergo the operation. If it was legitlmate, in a surgical sense, to perform a perineal excision of the rectum, with its necessarily restridted removal of bowel and mesenteric tissues above the growth, for ordinary ampullary carcinoma, was it not also legitimate when removing the rectum for high earcinoma to preserve the musculature of thie anal canal so as to secure for the patient the benefit of a continent anus? Probably the risk to life of such 'an operation Was a,ppreciably higher than that of 'the purely perineal operation, but for cancer in this position the risk must be compared with that of the abdornino-perineal op'rati6p7 'For carcinoma at or just above the pelvi-rectal junction it was permissible to lea*e 'the anus intact in the performance of the so-called anterior resection of the rectum (Rankin's designation) an extravagant operation in that it left the patient with an intact but functionless anal canal-and one only to be justified on grounds of expediency. The conservative operation, with its restoration of a functioning anus, would serve admirably, under favourable conditions, in this type of growth; he had used it with success in two such cases. His own experience of this conservative operation, as performed for intrinsic carcinoma of the rectum, was small, and did not justify him in more than introducing it to the notice of those who did not already know it, as worthy of a trial in favourable cases.
The operation was that which had been performed by Professor Sebrechts of Bruges for several years past and with which no doubt many present were familiar. The operation had two stages both necessarily performed at the same sitting. The first stage proceeded exactly as did the abdominal stage of the abdomino-perineal operation with this fundamental difference-the pelvic colon was not divided but instead a suitable point on it was selected for later implantation at the anal orifice; this point was generally in the lower third of the pelvic colon. In selecting this point care had to be taken to see (a) that the colon above was sufficiently long and mobile to allow of the point being brought down to the anus without tension and (b), by inspection of the vessels in the mesentery, that the blood supply of the future anus was assured. The mesocolon was then divided at this point from the bowel to its root-the superior haemorrhoidal vessels being cut across between ligatures. The rectum was freed on all sides below the pelvic peritoneum just as thoroughly as in the abdomino-perineal operation, in order to make the second stage easy. This done, the rectum and lower colon were crowded into the bottom of the pelvis, the peritoneal floor of which was reconstructed, but a gap in itscentre remained through which passed the lower pelvic colon; the edges of this peritoneal gap were sutured to a point on the pelvic colon as high as possible above the part selected for the new anal orifice. The abdomen was now closed without drainage and the patient put into a tilted lithotomy position. The lower rectum was washed out by an assistant to clear it of debris which would have accumulated owing to the previous manipulations, and was firmly packed with gauze; the anal orifice was then closed by a purse-string suture, the ends of which were left long for traction. Then a circular cut was made around the anal orifice at the muco-cutaneous junction and the mucous membrane of the anal canal was dissected up as a cylinder, just as in Whitehead's operation, to a height of about 11 in. to 2 in., i.e. to the level of the ano-rectalring. Care was necessary to prevent buttonholing the mucous membrane, and hence the necessity for preliminary cleansing of the rectum in the event of this occurrence. The level of the ano-rectal ring-which could be recognized by palpationhaving been reached, a cut backwards at this level and in the mid-line was made through the muscular walls of the rectum, until the subperitoneal space of the pelvic cavity was entered, and in this way communication with the previous field of operation established. With the left forefinger in this large space it was now easy, if the first part of the operation had been thoroughly done, to divide the structures still holding the rectum laterally and in front-laterally some part of the levatores were divided but not the whole thickness of these muscles; as soon as the lower rectum had been freed the bowel was drawn down through the sphincters (it was remarkable what a roomy opening in the perineum resulted from this dissection); the point on the pelvic colon selected for the anal orifice was recognized and there the colon was divided by cautery between two fine-bladed clamps, thus completing the removal of the diseased bowel. A counter opening was made to one side of the coccyx for the introduction of a drainage tube into the pelvic cavity below the peritoneal floor. The cauterized upper end of the colon, still grasped by its clamp, was brought, down to the anal site and was there fixed in position by a series of mattress sutures which passed through the skin and the wall of the bowel above the clamp. Finallythe clamp was removed and exact coaptation of mucous membrane to skin edge secured by a few interrupted sutures.
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He bad performed this operation for intrinsic carcinoma of the rectum on four patients, one of whom had died as the result of the operation; this was a woman aged 66 on whom he had operated by invitation at a strange hospital and therefore in unaccustomed surroundings.
The other three patients had made good recoveries; one, a man, had died twenty months later of true bulbar paralysis, without any signs of metastases or local recurrence when examined three months before death. He had, during the first year after his operation, fair-but not normal-control of defaecation. Of the other two-both women-one was in very good health nearly three years after her operation, had gained 2 st. in weight, and had according to her own statement perfectly normal control of bowel actions and expulsion of flatus; she began to regain this control within a few weeks of her operation. This patient had an annular carcinoma in the upper rectum, with metastases in at least two glands in the meso-rectum. [A sketch of the specimen, made immediately after the operation, was shown and recent photographs of the anus and of the patient were also exhibited.]
The other patient was now, to all appearance, in very good health eight months after her operation, and had in that time gained 9 lb. in weight. She stated that she had normal control of bowel action and passage of flatus. She had a massive carcinoma of the rectum, with extensive metastases of the lymph-glands in the meso-rectum, and adhesion of a coil of small intestine to the peritoneal surface of the rectum at the site of the growth, necessitating removal of an ellipse of small intestine with the rectum. The ultimate prognosis was therefore bad, but it was open to doubt if this had been made any worse by conservation of the sphincters.
With regard to preliminary colostomy: On each patient he had performed a preliminary colostomy through the left end of the transverse colon, and an effective spur had been made by suture of the skin-wound between the two limbs of the bowel and, later, complete division of the bowel in front of this spur. In this way the fiecal stream was entirely diverted from the distal colon. This colostomy-was closed some three or four weeks after resection of the rectum, first by crushing the spur with an enterotome, and a little later by extraperitoneal closure of the ftecal fistula.
Mr. W. B. Gabriel: I think we shall all agree that the only cases for which this operation could possibly be considered suitable are those which fall into Group A of Dukes' classification, i.e. those in which the growth has not yet penetrated the rectal wall.
The rarity of this group is well shown in the following This shows that only 11% of the operable cases were proved to be in the early group, and the present discussion relates to the propriety of treating these cases by a conservative excision. With the exception of those unusual instances in which a colostomy is resolutely refused, or when there is some special reason, such as the patient's mental condition or economic position, which makes it imperative to avoid a colostomy, I am opposed to treating these cases by a conservative resection for the following reasons:-(1) The frequent occurrence of double carcinomata or associated polypi. If a combined excision is done for A cases the surgeon can rest assured that he has completely rid the patient of an early malignant tumour, and that he has done his best for the patient, by removing the entire rectum and pelvic colon, to minimize the risk of another cancer developing later. As a case in point I show a specimen removed last week. The patient is a fit man aged 75: he presented an early mobile cancer in the ampulla of the rectum; a fragment removed by Briinings' forceps proved it to be a columnar-celled carcinoma. I debated for several days as to which operation should be performed, and finally decided that the risk of a conservative resection was not counterbalanced by the advantages. After due preparation I carried out in one stage a perineo-abdominal excision of the rectum as a blind operation from below. The patient has made a splendid recovery. The specimen, measuring 17 in., presents a small protuberant growth in the rectal ampulla which will certainly be classified as an A case; but in addition I have another interesting trophy to exhibit from this same patient, for on the second post-operative day I found this polyp, 4 in. in diameter, extruded from the left iliac colostomy; its removal by crushing and ligature of the pedicle has been a simple matter. In this case, therefore, the radical operation has completely rid the patient of an early rectal cancer, and has also afforded the opportunity of removing this polyp which is undoubtedly a cellular adenoma in the pre-cancerous state-it is already slightly ulcerated on its surface.
(2) Conservative resection of the rectum is a difficult operation, because the entire circumference of the rectum must be mobilized. If the growth is either very high up or very low down it may be difficult to make a good anastomosis, and apart from the risk of local recurrence if the margin of normal tissue is too small, there is the risk of fistula formation and of stricture. I should imagine that satisfactory healing at the suture-line is likely to be better in young subjects than in the aged.
(3) A third objection is the difficulty of assessing clinically whether any particular growth is really confined within the rectal wall; or whether it has extended through into the extra-rectal tissues, with risk of glandular infection being present. To illustrate the danger of conservative resection in such a case I am showing a specimen removed by perineo-abdominal excision from a little woman, aged 70; there is a small, flat, semi-ulcerated growth, 1i in. in diameter, in the lower third of the rectum. Dr. Dukes reports that it is a colloid carcinoma which has spread to the extra-rectal tissues; seven lymphatic glands above the growth are free from metastases, but secondary deposits of carcinoma are present in the highest gland removed 6 in. above the growth. The patienit is alive and well, fourteen months later. Admittedly this type of irregular spread is rare, but it is, I think, fair to quote this case as an argument against conservative resection.
The following are the only two cases in which I have performed conservative resection [specimens shown]:
I.-The specimen is a small protuberant growth measuring 1 x 1 in. from a woman, aged 34. Operation was performed in July 1933; the rectum was mobilized through a posterior incision sparing the sphincters; a suitable length of the rectum, together with the growth, was then made to prolapse through the anus, and the affected segment was excised.
The patient is now alive (May 1935), with a natural bowel function, and is free from recurrence. This case may therefore be classed as very successful up to the present.
Pathological report: Adenocarcinoma, " A " case. One rectal gland examined and found free from metastasis.
II.-An extensive recurrent villous tumour growing chiefly on the anterior and lateral walls of the lower rectum, from a stout female, aged 57. No recurrence has taken place to date (two years, nine months).
Sir Charles Gordon-Watson said that he had found the conservative method valuable in cases of large papillomata; in the few cases in which he had employed it for carcinoma he had been unsuccessful in avoiding recurrence and had now abandoned it. However, during the past few years, since Professor Grey Turner had published his results in Acta Scandinavic he had been on the look-out for a suitable case in which to give the method a further trial, and so far had failed to find one. He could not help feeling that Professor Grey Turner had a special gift for succeeding in these cases where others failed. He (Sir Charles) thought that the transperitoneal cuff-resection of growths in the region of the recto-sigmoidal junction must be a risky procedure, and he would always prefer to perform a Hartmann's operation, when that was possible, for growths in this situation. Hartmann's operation was not only an efficient radical operation, but one with a very low mortality rate.
Before the war he (the speaker) had carried out several operations of the type described by Mr. Rayner, and although some of these had been brilliantly successful, the uncertainty of maintaining a satisfactory blood-supply to the part drawn down had led him to abandon the procedure, and the same argument applied to the tube invagination method. Possibly with improvements in technique, &c., since prewar days this type of operation deserved a further trial.
All methods of conservative resection were prompted by a desire to preserve the sphincters, and it must be admitted that all such methods were less radical than the methods commonly adopted at the present time in combination with a colostomy. He was one of those who considered that a colostomy was not such a hindrance to general comfort as was commonly believed.
Mr. J. P. Lockhart-Mummery said that these methods of dealing with carcinoma by conservative surgery had been practised by himself and others twenty-five years ago, and discarded as unsuitable, but since that time surgery had advanced very considerably in the matter of technique, and such operations could now be performed much more safely and satisfactorily than was then possible. He was sure that many cases of cancer of the rectum could be cured by conservative surgery-the difficulty was to know which. He himself had several patients alive fifteen years after the tumour had been removed by this means, but cases suitable for such treatment were not very common.
With regard to Mr. Rayner's method of bringing the colon down to the anus after removing the rectum, he (the speaker) had practised this on numerous occasions many years ago, and a full description of the operation would be found in his first book on " Diseases of the Rectum " published in 1914. The reason he had discarded it was that it was so frequently followed by gangrene and sloughing of the transplanted bowel, with disastrous results.
Mr. Lionel Norbury said that he had recently performed conservative operations in two cases.
I.-A young girl suffering from a large villous tumour. This was removed by cuff resection, after opening the peritoneum and mobilizing the rectum. A stricture followed and colostomy had to be performed. The rectum was subsequently removed by perineal excision.
II.-A young woman with an ulcerating growth low down in the rectuni and on the posterior wall. This was excised locally and the rectum repaired. A fcoeal fistula followed but this soon closed spontaneously, with a satisfactory result (specimen shown). He (Mr. Norbury) considered that there was undoubtedly a field for the operation of conservative resection in selected cases of carcinoma of the rectum, especially in those cases in which the patients refused to have a colostomy.
Dr. Cuthbert Dukes said that there appeared to be two schools of thought amongst rectal surgeons: one which sought to remove more and more, and the other to be content with less and less. Both schools turned to pathology for support for their opinions and there was something encouraging to be said for each. One generalization which might be employed as an argument in favour of local resection was that cancer of the rectum remained a local disease until the growth had spread by direct continuity into the perirectal tissues. Only after this point had been reached, spread took place by lymphatic and venous channels to distant regions, so that probably local resection would be adequate during the " A " stage of the disease.
Another generalization, however, which must be kept in mind was that surgeons usually underestimated the extent of local spread in their preliminary examinations. That was to say, the growth might be shown, by microscopic examination, to have spread further in most cases than had been thought before operation. Such a consideration as this appeared to be an argument in favour of as extensive a removal as the circumstances would permit.
Mr. Turner Warwick said that he was convinced of the importance of restoring bowel continuity wherever that was possible. He had for some time been attempting to work out a satisfactory and more radical procedure that would preserve the anus in the case of growths in the upper two-thirds of the rectum, but had only progressed so far as to be able to make provisional comments rather than to state definite conclusions.
The arguments that he had heard advanced against it by those contemporary with its former use were: (1) That it was pathologically unsound. (2) That the bowel not infrequently sloughed.
He thought, however, that in the case of high rectal growths the procedure would be found to be sound enough to stand the test of practice, if technical difficulties could be overcome.
With regard to the sloughing, there were two factors; the first was the arterial state of the patient, who was usually advanced in years ; and the second was the anatomical arrangement of the arteries of the pelvic loop. In the ordinary textbook description of the pelvic loop both bowel and arteries could be straightened out, once the superior haemorrhoidal vessels were divided at a suitable point. In practice the main blood supply of this loop not infrequently ran obliquely across the mesentery of the loop, and its division, which was necessary to secure elongation, imperilled the blood supply. This arterial inconstancy also rendered it necessary to begin with the abdominal stage.
If at the end of this stage the bowel seemed to have a good blood supply, it was pushed down and the peritoneum was closed in the floor of the pelvis and around the bowel, about two inches above the site chosen for anal anastomosis. The patient was then turned into the lateral position and the perineal portion of the operation was carried out. If the blood supply of the bowel seemed to be inadequate, the bowel was divided, a terminal colostomy was made, and the operation finished as an abdomino-perineal one.
If the anatomical arrangement of the arterial supply of the pelvic loop was unsuitable, the procedure just described would probably fail, but there appeared to be one other conservative procedure possible that advocated by Jones, who performed a two-stage operation. The first stage consisted in ligating the inferior mesenteric close to its origin, freeing the splenic flexure, descending colon and rectosigmoid, so arranging them and closing the peritoneum in the pelvis that a second perineal operation could be made a few days later leaving continuity with the anus. Jones maintained that the peripheral arcade was sufficient to ensure the blood supply of the lower bowel, provided the main artery was ligated close to its origin so that no large branches were damaged. Possibly the addition of inferior mesenteric and pelvic sympathectomy would improve the results of this operation on which Jones had reported very favourably.
Mr. Rayner (in reply) said it had been stated that the operation which he had described had been performed many times, as far back as twenty-five years ago, and had been abandoned because of the grave risk of sloughing of the new rectum. The conditions governing surgical work had greatly improved since that date and an operation which had proved to be dangerous then might not be dangerous at the present time. Suprapubic prostatectomy had been performed many years before it had become recognized as a practicable operation. At any rate he had not met with sloughing of the transplanted bowel in his few patients and he was so much impressed with the condition of these patients after recovery that he intended to continue his trial of the operation.
